of antral mucosa, with multiple antral erosions. The pain was relieved by antacid treatment, but recurred in January 1983, with a weight loss of 5 kg. Personal and familial past histories were unremarkable. The patient was of middle class origins and physical examination was normal. Haemogram, marrow smear, serum iron, folate, vitamin B12 and calcium, Quick's time, AST, ALT and serum alkaline phosphatase were all normal, as were stool weight, faecal fats, D-xylose test and al-antitrypsin clearance. No parasites or ova were found in stools, but Giardia lamblia were observed on duodenal biopsies. Fibreoptic endoscopy revealed mutliple antral erosions, a round ulcer crater, 6 mm in diameter, of the proximal antrum, and a 1 cm long linear prepyloric ulceration. The patient was given cimetidine, 1 g daily for one month, with prompt and complete relief of pain. After 10 days of treatment, endoscopy showed the complete disappearance of gross gastric mucosa abnormalities. The diagnosis of alpha chain disease, suspected by histological studies, was confirmed by immunohistochemistry and by gastric juice immunochemistry. Staging laparotomy showed a thickening of antral walls, numerous slightly enlarged lymph nodes in the mesentery and meso-colon whereas paragastric lymph nodes were normal. Treatment by tetracycline, 2 g daily, was given for six months from May 1983, together with metronidazole, 1.5 g daily, for the first 10 days. In October 1983, the patient was asymptomatic and had gained 6 kg. Endoscopy showed two ulcer scars and antral hypomotility. Histological and immunological studies showed the complete remission of alpha chain disease. The patient is currently in good health. to acl, at2, x and k chains. (Fig. 5) . Control studies of the fasting gastric juice of three normal subjects either found polyclonal IgA or did not detect significant amounts of 1gA. Proteinuria was 0(03 g/24 h, and concentrated urine protein immunoelectrophoresis was normal.
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In October 1983, antral biopsies showed the 723 disappearance of the plasma cell infiltrate. The lamina propria was the site of slight fibrosis, and contained a subnormal number of plasma cells (Fig.  6 ). Antral glands were still rarefied and atrophic. Gastric fundus, duodenal, distal ileum, colonic, and rectal biopsies were normal. Immunofluorescence studies of fundic, antral, duodenal, ileal and caecal biopsies showed normal percentages of cells containing a, y, [t, x and X chains. Double labelling of antral samples confirmed that a chains containing cells synthesised x and k chains. Serum total protein level and electrophoresis were normal. The alpha chain disease protein was no more detectable in the gastric juice and was still absent from serum and urine. 35 38 Unfortunately, the stomach was not studied in all these experimental works. The present case of isolated gastric localisation of alpha chain disease could be related to the second type of mucosal colonisation by IgA synthesising cells, whereas gastric mucosa involvement in the usual intestinal form of alpha chain disease could be the result of the first one. The complete remission obtained by antibiotic treatment alone strongly suggests that, as in the usual form of alpha chain disease,2 39 40 bacteria played a major role in the stimulation of gastric plasma cell proliferation.
Alpha chain disease protein, which belonged to the al-subclass as in all other cases of alpha chain disease so far studied,39 was absent from serum, but found in the gastric juice and in the antral cellular infiltrate. A similar situation was described in a case of intestinal alpha chain disease, in which the abnormal protein was present and linked to the SC in the intestinal juice, but was absent from the serum and urine.15 In this case, the distribution of the alpha chain disease protein was tentatively explained by the localisation of the proliferating cells to the IgA secretory system. Our present case is more puzzling. Indeed, in normal man, both J chain and SC are necessary for the selective transport of IgA toward the gut lumen.4' 42 In the stomach, the lamina propria plasma cells do synthesise the J chain, but the SC is only found in the infundibula and mucous neck of antral glands (43, unpublished data) , and IgA present in gastric mucus is devoided of SC.44 Results of immunohistochemical study of J chain and SC localisation in the antral mucosa of our patient fit in these findings in normal subjects. Unfortunately, whether the alpha chain disease protein found in the gastric juice was linked to the SC was not investigated. The authors thank Mrs J Francois, A Gaste, Ms B Regnier and C Sanchez for their technical assistance, and Mr M Wolfelsperger for photographs. This work was supported in part by grants from 'Association pour la recherche sur le cancer' (ARC, Villejuif, Paris).
